A group of 200 patients who presented in general practice with symptoms but no abnormal physical signs and in whom no definite diagnosis was made were randomly selected for one of four consultations: a consultation conducted in a "positive manner," with and without treatment, and a consultation conducted in a "non-positive manner," called a negative consultation, with and without treatment.
Introduction "The reason why Dr Smith is so successful is because he is so positive." This statement made by a senior colleague, after we had overheard Dr Smith giving some emphatic instructions to a patient, was the beginning of this investigation.
The doctor himself is a powerful therapeutic agent'; he is the placebo and his influence is felt to a greater or lesser extent at every consultation. Whether his power is enhanced or not by his being positive is the question this study set out to answer.
Patients and methods
Given that of patients attending at ordinary general practice surgeries, no firm diagnosis could be made in 40%-60%,26 it was these underdiagnosed patients who were studied. They were defined as patients who presented with symptoms and no abnormal physical signs and in whom no definite diagnosis could be made. Such patients have been investigated and found not to differ from patients with definite illness in any of the usual characteristics, including personality.5
All symptomatic patients in whom no definite diagnosis could be made and seen by one doctor at 59 consecutive general practice surgeries were randomly selected for one of four consultations: a "positive" consultation with or without treatment or a "negative" consultation with or without treatment. In the positive consultations the patient was given a firm diagnosis and told confidently that he would be better in a few days. If no prescription was to be given he was told that in the doctor's opinion he required none, and ifa prescription was to be given that the treatment would certainly make him better. The negative consultation was an artificial consultation, devised so that no firm assurance was given. This was done by the doctor making one statement: 'I cannot be certain what is the matter with you." If no prescription was to be given the following words were added: "And therefore I will give you no treatment." If a prescription was to be given the patient was told: "I am not sure that the treatment I am going to give you will have an effect." The negative consultations were brought to a close by telling the patient that if he or she was no better in a few days to return to the doctor.
"Treatment" was a prescription for tabs thiamine hydrochloride 3 mg, used as a placebo, and "no treatment" was no prescription.
At the conclusion of each consultation a subjective assessment of the session was made-in particular, the doctor-patient contact 
Results
A total of 200 patients, in four groups of 50 patients each, was managed in the way described. No significant differences were found for age, sex, or social class, among the four groups. Table I shows the commonest symptoms presented by patients. Table II shows the results of the patient satisfaction survey. Positive consultations showed a favourable response whereas negative consultations did not. Table III shows the results of asking the patients whether they got better. A total of 64 (64%) of those receiving a positive consultation got better compared with only 39 (39%) of those who received a negative consultation. This difference was significant (p=0 001).
A comparison of the treated and non-treated groups showed that 53 (53%) of the treated groups and 50 (50%) of the untreated groups got better (NS, p=0 5).
Among those who got better the number ofdays taken to get better did not differ between each group. My subjective assessment of each consultation showed a high correlation with patient satisfaction, but not with recovery from illness, where 31 (55%) of patients whose consultation was assessed as very good or good got better against 17 (39%) assessed as fair or poor (p=0 18). The age and sex of the patients had no effect on recovery. Ofthose 
those who received a positive or a negative consultation (p=O0S), nor in the rates of return to see me rather than another doctor (p=0 16 ).
Discussion
The findings of this investigation show that there is a point in being positive: patients who present with minor illness show greater satisfaction, and are more likely to have recovered from their illness within two weeks if they receive a positive rather than a negative consultation.
The only treatment offered in this study was the doctor himself, acting either directly or through a placebo, and neither method was more successful than the other. The results show the effect of one particular doctor in the consultation when he is used in a particular way. With a positive approach 64% of patients recovered from their illness within two weeks. Possibly a more positive approach, or a different approach, or one using a different doctor, would have produced a different result.
Ideally the positive consultation should have been compared with a normal consultation. This proved difficult because my usual consulting style is positive. The artificial negative consultation consequently devised was negative in the sense that at the end of the consultation (after the patient had been heard, examined, and diagnosed), an element of doubt was introduced by the perfectly truthful statement that "I cannot be certain what is the matter with you" and if treatment was given, that "I am not sure that the treatment will have an effect." The realisation that the doctor did not know seemed to have had an adverse effect on some patients, although others seemed to ignore the statements and not to realise what had been said.
Much of the minor illness in this investigation might have been expected to resolve spontaneously, and it is surprising to find that after two weeks 61% of those patients receiving a negative consultation said that they were not better. I considered the possibility that some patients reacted to receiving a negative consultation by saying they were not better when in fact they were. Such a happening should have resulted in fewer patients returning to see a doctor from the negative group than from the positive group. In fact, no difference was found in the rates ofreturn to see the doctor between the positive and negative consultation groups, or in the return rates to see me rather than another doctor. My subjective assessment of the consultation, which correlated with patient satisfaction but not with recovery from illness, suggests that a good doctor patient relationship alone is not sufficient to ensure recovery from illness.
This work has shown once again that for this group of "temporarily dependent" patients,' who made up 43% of consultations for illness in the original study, a prescription is no more effective in producing patient satisfaction or recovery from illness than not giving one.
In the past doctors treated their patients in a positive and authoritarian manner because of its supposed effectiveness. Historically the doctor himself was the most effective treatment available. Today we like to think that our treatment in general practice is based on scientific principles, although we do not really know how effective it is. In view of the difficulty in making a firm diagnosis,24 the considerable variation in the reporting of almost all categories of illness,4t'2 and the evidence that often antibiotics,'3 tranquillisers,'4 decongestants,'5 expectorants," and so on are no better than a placebo, possibly the doctor himself is still the most effective treatment available.
Recent changes in society are mirrored in a new doctor-patient relationship. The old authoritarian consultation has given way to a more flexible and equal relationship. The new consultation is often non-authoritarian,'7 non-paternalistic," communicating, honest, and sharing, even of uncertainty-an attempt to make a rational negotiation between doctor and patient. Although this new approach may lack the positive assurance ofthe traditional consulta-tion, it would be wrong to assume that it is the same as my negative consultation, which was presumably more negative. But there are similarities and there is change, and we do not know whether the substitution of rationality for authority in the new consultation has adversely affected the placebo action. That this is a possibility is suggested by the statement of Pendleton et al that: "there may be costs involved for the patients who are deprived of the anxiety reducing effects of a powerful healer." '7 For a thousand years the action of the placebo has made vast numbers of patients feel better; have we today produced a consultation in which the placebo does not act) If we are going to practise, and even more important to teach, the shared consultation we must be able to show clearly what effect it has not only on patient satisfaction but also on recovery from illness. 
Audit Report
How effective is case finding at detecting diabetes and hypertension in the community?
Our three partner vocational training practice has 5550 patients with an average age-sex distribution. Threshold diastolic (phase V) pressures of 100 mm Hg and 105 mm Hg have been established as the definition of hypertension in the age groups 40-59 and 60 and over, respectively, for the past decade in the practice.' The diagnosis of diabetes is confirmed by an increased blood glucose concentration (fasting specimen >7 mmol/l or two hour postprandial concentration : 10 mmol/l) and glycosylated haemoglobin >10%.
In the autumn of 1984 the case records of every patient aged 40-64 were examined except of those already recorded as being hypertensive on the disease register.2 All patients who did not have a normal blood pressure reading entered in the medical record within the previous 18 months were-invited by letter to attend for a blood pressure and urine check.
The screening was performed by nurses trained in the use of a random zero sphygmomanometer. Patients who had a high (rechecked) reading or glycosuria were referred to the family doctor for further investigation and management.
There were 105 hypertensive patients and 22 diabetics, known already from our usual case finding policy (including four men who had both diseases). Only 15 (3%) of the 572 attenders at the subsequent screening clinics were found to be hypertensive (12 patients) or diabetic (three). None had both diseases. All three diabetics and seven hypertensive patients were aged over 60.
The screening for this study took over three months to organise and implement; extra time, labour, and funds were required; and only one in 40 attenders had an (asymptomatic) abnormality. Opportunistic case finding by family doctors therefore remains probably the most feasible and cost effective measure in the community for the foreseeable future. 
